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Over the past year, as the United States raced and stumbled to
address the COVID-19 pandemic, the climate crisis hummed and
roared. In September 2020, we saw Californians don face coverings
against the backdrop of a burning orange sky. Masks that were to
provide protection against SARS-CoV-2, also blocked out the smog
from a historic wildfire season. In February 2021, we watched as
countless Texans were left homeless from an unseasonal freeze and
inadequate infrastructure. With pipes blown, electricity lost, and
houses flooded, a disproportionate number of families of color were
forced to cram into emergency shelters with minimal social distanc-
ing. As these crises converged and even contributed to each other, a
much older crisis reemerged: structural racism and the policy stagna-
tion that refuses to address it. And, so we asked, what are the obliga-
tions of our healthcare community lying at the epicenter of such
crises?

For generations, policies of structural racism have systematically
undervalued and removed opportunity from non-White communi-
ties [1]. From the Black Hills of South Dakota to Boston’s formerly
redlined communities of Chelsea and Dorchester, such structural rac-
ism has limited medical access for communities of color, created cas-
cades of comorbidities, and eroded social safety nets. Therefore,
when SARS-CoV-2 landed on our shores, this systematic removal of
resources saw Black, Indigenous, and persons of color experience
twice the death rate from COVID-19 as White individuals [2]. As
healthcare professionals, it is critical that we understand how such a
historical removal of opportunity has led to these health inequities.
Such an understanding is foundational to achieving the truly equita-
ble solutions that we so desperately need.

The Black Hills in South Dakota tower over the Pine Ridge Reser-
vation and the 35,000 Oglala Lakota who call the reservation home.
These sacred granite cathedrals represent generations of Indigenous
heritage and centuries of government atrocities, false promises, and
negligence. Since the Fort Laramie Treaty of 1868, the Black Hills and
the tribal nation of Pine Ridge have been legally recognized as
belonging to the Lakota. Yet, despite this treaty and a 1980 Supreme
Court ruling affirming Indigenous land rights, the Black Hills are still
in federal and state ownership following their illegal annexation for
gold mining in 1876. This history of government negligence contin-
ued in August 2020 when Governor Kristi Noem encouraged the
400,000-person, weeklong Sturgis Motor Rally to take place
restriction-free in the Black Hills. The rally, which took place on the
doorstep of Pine Ridge, would lead to widespread transmission in
neighboring states and on the reservation itself. While for Pine Ridge,
months of reservation wide lock downs, testing campaigns, and bor-
der control would be sabotaged [3].

Tackling such ingrained inequity requires righting past wrongs
and being bold in our pursuit of justice. For Pine Ridge and the other
572 federally recognized Indigenous nations across the US a first step
would be the honoring of federal Indigenous treaties. Honoring these
370 signed treaties, such as the Fort Laramie treaty, would have pro-
found effects. They would finally return legally allotted land bound-
aries to Indigenous communities and require the federal government
to guarantee adequate education and healthcare. For tribal nations,
whose Indian Health Services clinics have faced a historical inade-
quacy of resources, such a commitment could profoundly improve
their emergency healthcare response. But following through on cen-
turies-old commitments, is only the first step. We must work with
and learn from Indigenous communities to create systems and socie-
ties in better harmony with the land. Doing so must begin with a
commitment to reinvest in the infrastructural backbone of these
communities. As pandemic water shortages on Pine Ridge worryingly
show, the climate crisis is here and urgently calls for investments in
resilient infrastructure.

As we look towards the climate crisis, we must learn from and
avoid the many shortcomings of the US COVID-19 response. Our
attempts at buying our way out of social accountability with record
breaking vaccine production and mandated masks played into these
historic inequities. During the depths of the pandemic in 2020, those
who have historically had resources and opportunity could much
more easily achieve social distancing and safe pandemic practices. By
repeating such a surface level approach for the climate crisis we will
assuredly ruin our chances of providing adequate resiliency to front-
line communities.

For the climate crisis, we must be skeptical of solutions that rely
solely upon innovation and individualism. Climate change related
increases in infectious disease incidence may require vaccine devel-
opment and wildfire smog may require mask advisories. However,
such innovation and individualism will only constitute a partial cli-
mate-health resiliency plan. We need systemic resiliency, adaptation,
and mitigation plans if we are to protect our patients and the planet.
When discussing climate related innovation, it is easy to get enam-
ored by technocratic solutions especially when geo-solar engineering
or carbon capture inspire the same euphoria as mRNA vaccine devel-
opment. However, these technologies remain untested or underde-
veloped and we must accept that it is not possible to immunize the
atmosphere. For individual efforts, we should be similarly skeptical.
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Breaking individual cycles of carbon emission are nowhere near as
effective as breaking cycles of COVID-19 transmission. Last year,
Americans flew and drove less than any time since WWII and still US
emissions dropped only 10.3%. To achieve a 50% reduction in emis-
sions by 2030, as the scientific consensus recommends, it would be
ill-fated to rely on such seismic shifts in individual behavior.

To achieve equitable climate solutions, we must look inward to
successfully move forward. We must look critically at our institutions
of healthcare and government if we want to achieve long-lasting,
equitable progress. As structural racism has historically disempow-
ered millions in this country and made so many communities dispro-
portionally vulnerable to climate change, then our healthcare
solutions must be centered upon empowerment. We recommend
three categories of healthcare solutions for the climate crisis: health-
care accessibility that is grounded in the needs of under-resourced
communities, changes to the US healthcare industry that are
grounded in environmental justice, and health practitioner advocacy.

Like the Black Hills, the communities of Chelsea and Dorchester
have long faced limited healthcare access due to a history of discrimi-
natory federal policies. Since the New Deal in 1934, these historically
non-White communities, have witnessed a systematic diversion and
disinvestment of resources and infrastructure. The process known as
redlining, has starved these communities and countless others across
the US of amenities and subjected them to pollution from industrial
plants and dumps which are more common in these neighborhoods.
By extension these red lined neighborhoods experience dispropor-
tionately high air pollution levels and record levels of extreme heat.
Boston Children’s Hospital recognized this disparity and the resulting
higher levels of childhood asthma in these communities and helped
develop a community identification initiative that has reduced
asthma-related hospitalizations by 79% and reduced missed school
days by 45% [4]. To go further, healthcare institutions must also advo-
cate for improved housing infrastructure that addresses indoor air
pollution disparities. We recommend this partnership model of
community centered care as the starting point for all healthcare
intuitions.

If we are to systemically address environmental health disparities
we must address the emissions of the US healthcare sector—a foot-
print that makes up 8.5% of the nation’s greenhouse gas emissions
[5]. The contribution of healthcare industry emissions to environ-
mental health inequities is a sobering contradiction to our “do no
harm” oath. We must power our healthcare infrastructure on renew-
able energy and use low carbon medical alternatives. We must push
our healthcare institutions to divest from fossil fuel investments and
remove the social license of an industry who is propagating this crisis.
And we must encourage other healthcare institutions to match the
significant momentum of nonprofit hospital systems in setting ambi-
tious climate goals. However, healthcare is just one of many US sec-
tors, and if we are to half US emissions by 2030, we must be willing
to advocate for federal policy shifts.

Doing right by marginalized communities across this country will
mean prioritizing policy that undoes structurally racist policies,
builds community resilience through infrastructure, and mitigates US
emissions through revitalizing our energy infrastructure and cutting
our emissions in half by 2030. To achieve such systemic change, our
united action will be essential. Actions that pressure our own health-
care institutions to electrify medical transportation fleets or institu-
tionalize education on anti-racism and environmental justice are a
reasonable start. However, we must also be willing to march towards
city halls or statehouses, and pressure our elected officials to pass
2

policies that will protect our patients. This may require us to dawn
our scrubs or state our profession when speaking with elected repre-
sentatives. As when the lives of vulnerable communities are on the
line, we must view advocacy and collective action as a means to bring
about equitable health outcomes.

In their scathing report on the global response to COVID-19 the
Independent Panel for Pandemic Preparedness and Response
denounced our societal “unwillingness to tackle inequality.” Let us
heed that advice and end this perpetual structure of racial inequity.
Let us show that we have learnt from COVID-19 and that we are seri-
ous about tackling the climate crisis.
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